subsequent communication will discuss the organization of the institutional care of the mentally subnormal in the light of these findings.
METHODS
The methods are those used in the earlier assessments of hospital patients' needs, modified in relation to the different problems presented by the mentally subnormal. These modifications were introduced after a pilot survey of 118 patients in the three institutions which receive most Birmingham patients.
During 1965, the needs of all Birmingham residents in local hospitals for the subnormal were assessed in respect of requirements for medical and nursing attention and for other forms of care such as training and occupation. The assessment was made individually for each patient by the hospital doctor and the nurse in charge of the ward. On the basis of this information a record card was completed for each patient by a doctor and a social worker employed by the Department of Social Medicine.
The Birmingham patients were distributed between thirteen hospitals varying in size between 21 and 1,466 beds. Only two of the hospitals were within the City boundary. The thirteen hospitals provided 5,855 beds, of which 1,652 were occupied by Birmingham residents (874 male; 778 female). No observations were recorded in respect of patients not resident in Birmingham. The data for individual hospitals are of no special interest, and the Tables are based on the total of 1,652 Birmingham patients derived from a population of 1,106,000.
In Tables I to III (overleaf) , Birmingham patients are compared with those in all hospitals in England and Wales. MEDICAL CARE Since our main concern is to determine the care required by patients, the aetiology of their mental and physical disabilities is of secondary importance (fortunately, for it can be only crudely assessed). In Table IV (opposite) patients are classified according to whether they did or did not require medical investigation or active treatment of a kind which made it necessary for them to be in hospital. They are further subdivided in relation to the type of condition-neuropsychiatric or other-needing to be treated. This division seems preferable to one between mental and physical disabilities, for it is often not possible to distinguish clearly between who did not. There were only five of the former. Some of the remaining 246 patients had previously been investigated or received active treatment (for example for tuberculosis, neoplasm, and trauma) but their medical treatment at the time of inquiry would not, of itself, have made it necessary for them to be in hospital. In spite of their limitations the data concerning the aetiology of mental subnormality are of some interest.
In Table VII (overleaf) patients are classified according to the Classification of the American Association on Mental Deficiency (Heber, 1961) . The figures show the inevitable high proportion of patients, with or without convulsive disorder, for whose subnormality there was no recognized cause. (This is the meaning of the somewhat elaborate term: "unknown or psychologic cause with no structural reaction manifest".) Of course many patients in hospitals for the subnormal have not been fully investigated and a critical assessment would undoubtedly modify diagnosis and reduce the proportion attributed to unknown causes.
Of the 1,652 patients, 618 (37 per cent.) were considered to have significant associated psychiatric disorders (Table VIII) The results shown in Table IX (opposite) suggest that in this context the proportion of patients needing skilled nursing because of their physical condition is so small that the distinction from basic nursing is of little significance. The main conclusion is that approximately one-third of patients needed basic nursing and two-thirds did not. The proportion who needed this type of care is understandably much higher among children than among adults. Table X shows the kinds of functions with which patients who required basic nursing commonly needed assistance. About one-fifth of all patients were not fully ambulant (Table XI) and onequarter were incontinent (Table XII) . considered suitable for occupational therapy or work on hospital wards. The remainder-one-third -were thought not to require training or occupation. Among those over 16 the needs were, understandably, quite different. Nearly one-fifth were suitable for work in hospital service departments or outside the hospital, and half required therapeutic occupational or vocational rehabilitation. One-quarter were considered not to be suitable for training or occupation.
The estimate of the proportion of patients not requiring training or occupation (a third of children and a quarter of adults) may be thought to be surprisingly high. It varied greatly between the hospitals but it is not possible to judge whether this variation is due partly to differences in assessment of the scope for occupation. It is undoubtedly due mainly to differences between the hospitals in the types of patients admitted. This is evident from the fact that most patients considered unsuitable for training and occupation needed simple basic nursing (all 44 children and 303 of 366 adults) and the proportion of patients requiring basic nursing varied considerably between hospitals.
CLASSIFICATION OF PATIENTS ACCORDING TO TYPE OF CARE REQUIRED Finally, the observations on patients' medical, nursing, and other needs are brought together in an attempt to present a picture of the essential requirements of the whole population of patients in hospitals for the mentally subnormal. In Table XV the types of care are arranged in order of decreasing complexity (from "investigation or active hospital treatment" to "sheltered environment only") and each patient is uniquely assigned according to the most complex type of care he required. The circumstances in these hospitals are not in all respects characteristic of the country as a whole. We have noted in Birmingham, for example, the higher proportion of patients classified as severely subnormal (Table I ) and the shortage of accommodation for young patients which affects the age distribution (Table II) . These differences have no substantial effect on the analysis which is aimed at a comprehensive classification of patients according to type of care required (Table XV) .
In the present paper we shall not discuss the staff which should provide the services listed in Table XV (in some cases it is self-evident); nor shall we examine the possible significance of the results to the care of the mentally subnormal. Our main concern is to provide a background of information about patients now in hospital against which the organization of services can later be considered. For this purpose, we suggest, the exact percentages of patients assigned to the various classes in Table XV 
